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Authority for Treatment

TO: Doctor Date:

Patient Name: Date of Birth:
Employer: Street Address:
Date of Injury: Nature of Injury:

Instructions/comments:

Kerry W. Terman

Authorized By: Billing :

Title: Asst. Superintendent of HR & Title IX Coordinator Comprehensive Risk Services
c/o Review Works

Phone: | 286 | 439-7023 21500 Haggerty Road, Suite 250

Northville, M1 48167
Date:

DOCTOR: PLEASE SEND EMPLOYEE WITH WRITTEN DISABILITY STATUS AS IT RELATES TO THE
ALLEGED WORK INJURY. PLEASE INCLUDE THE DIAGNOSIS AND WHETHER THE EMPLOYEE IS ABLE
TO RETURN TO FULL DUTY OR RESTRICTED DUTY WORK. PLEASE DOCUMENT ALL MEDICAL
RESTRICTIONS.



	SET SEG Claim Kit August 2025 LT Christy Parker
	Workers’ Compensation Claims Kit
	Your Claims Team
	Claim Reporting
	Reporting A Claim
	Medical Treatment
	The Importance of the First 48 Hours
	What To Do Following An Incident
	Forms

	Fillable Forms - New Logo, Mileage Form, MIOSHA, CRS Address, New Auth, EHIM, MIOSHA Link 7-31-25, SETSEG Sup Report, SETSEG EE Form 8-12-25
	Fillable Forms - New Logo 01-14-20 REV.pdf
	_MIM Claims Kit Final
	2 - Employers Basic Injury Report
	MAL - WC Claims Kit - Final.pdf
	wca_WC-100__fillin_121830_7.pdf


	3 - Authority for Treatment MIM (Fillable)


	Mileage Form June 29, 2020


	Text1: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: Kerry W. Terman
	Text13: Asst. Superintendent of HR & Title IX Coordinator
	Text14: 586
	Text15: 439-7023
	Text16: 
	Text2: 
	Text3: 


